INTRODUCTION
Patent ductus arteriosus (PDA) is common among preterm babies (preemies) with incidence of 10 to 15% in very low birth weight infants. [1] Spontaneous closure of PDA occurs in 24% patients, 50-75% respond to pharmacological treatment with only 15% needing surgery. [2] PDA ligation in preterm neonates is usually uneventful despite the technical challenges it poses. However care should be taken to avoid inclusion of adjacent structures in the clip used for ligation. Reports of left pulmonary artery having been erroneously ligated instead of the PDA are many. [3] We present an unusual case where the left main bronchus (LMB) was occluded along with the PDA within the same ligaclip.
CASE REPORT
A baby girl weighing 780 g was born at 25 weeks of gestation. At 10 days of age, her PDA measuring 5-6 millimeters remained patent despite a course of oral ibuprofen, and intravenous indomethacin. As it was difficult to wean her from continuous positive airway pressure (CPAP) ventilation, a decision to ligate the PDA was made. Echocardiography showed normal intracardiac anatomy and a volume loaded left heart.
The operation was performed in the neonatal intensive care unit (NICU). EKG, pulse oximetry, non-invasive blood pressure in the lower limb and end tidal carbon dioxide levels were monitored. Our anesthesia protocol in such situations consists of administering 5 mcg/kg bolus of fentanyl followed by an infusion at 10 micrograms/kg/h and 100 mcg/kg bolus of Midazolam. Vecuronium 100 mcg/kg was administered for muscle relaxation. Left hemithorax was accessed through a third space posterolateral thoracotomy and the PDA was carefully dissected. A medium-large ligaclip ® (Ethicon Endo-Surgery LLC, USA) was used to occlude the PDA.
Soon after PDA closure the oxygen saturations dropped to the mid-80s and left lung was found to be partially collapsed. At this point it was assumed that either the endotracheal tube (ETT) had dislodged into the right main stem bronchus or a mucus plug had occluded the left main bronchus causing the left lung to collapse. Repositioning of the ETT was attempted under the drapes but it did not help in getting the collapsed lung to expand. Fearing accidental extubation we decided to look for the cause after completion of the procedure.
Postoperative chest radiograph revealed complete collapse of left lung [ Figure 1a ]. Position of the endotracheal tube was checked and found acceptable. The collapsed lung did not respond to conservative management. The baby was extubated to non-invasive nasal CPAP 4 days later. Chest X-ray post-extubation showed persistent left lung collapse. Bronchoscopy 5 days after surgery showed occlusion of the LMB with inability to visualize the distal left bronchial tree. Spiral computed tomography of the chest revealed collapse of the left lung. It also showed that the ligaclip was located at the level of left main bronchus passing across it [ Figure 1b ]. that the ligaclip should be applied well beyond the PDA to ensure complete occlusion and do not mention left main bronchial injury as a possible complication. [6] In larger babies the relatively bigger size of the bronchus may prevent such a dissection plane from developing. Minimal dissection in ligating preemie PDAs is encouraged because of potential risk of damage to very friable ductal tissue with possibility for catastrophic haemorrhage. [7] CONCLUSION Ligation of a large PDA in premature babies carries a risk of LMB injury. At the end of the procedure the presence of a collapsed left lung should raise the suspicion of bronchial occlusion. If in doubt about the exact nature of the injury, a bronchoscopy and/or a CT scan should be performed prior to undertaking surgical re-exploration. Help was sought from a surgeon with expertise in pediatric pulmonary surgery. At re-exploration the ligaclip was found to be applied across the ductus arteriosus and included the left main bronchus as well. Careful dissection was done and the clip was removed. The left main bronchus was then repaired. Under-water testing of the anastomosis showed no air leak. A post-operative bronchogram showed successful repair of the LMB with minimal narrowing at the anastomotic site. Chest X-ray done postoperatively showed a fully expanded left lung [ Figure 1c ]. The baby was scheduled for check bronchoscopy and a bronchogram in 12 weeks time. Unfortunately, the baby developed overwhelming candida sepsis 2 weeks after surgery, and despite promptly being started on antifungal agents the child succumbed to the infection.
DISCUSSION
Commonest major complication reported in the literature during PDA ligation surgeries is ligation of left pulmonary artery instead of PDA because in premature babies a large PDA can be confused with the aortic arch and the distal left pulmonary artery has been dissected underneath it and ligated. [3] While searching the literature, we came across only one published case where the LMB was partially occluded in a preemie PDA. [4] The rarity of such a complication prevented us from looking specifically for an occluded left main bronchus by the clip. Acceptable blood gases enabled extubation of the trachea, but the need for non-invasive ventilation persisted, which necessitated a bronchoscopy.
In neonates the left main bronchus forms a close inferior relation to PDA [5] [ Figure 2 ]. Experts emphasize
INTRODUCTION
Mediastinal masses compress the major airways and cardiovascular structures; cautious approach towards these patients is necessary before subjecting them to anaesthesia. [1] The incidence of complications related to airway obstruction with the use of general anaesthesia in patients with mediastinal masses has been reported in the past to be around 7-18%. [2] These values depict high-risk of cardiovascular and airway collapse post-anaesthesia induction especially in children. [3, 4] 
CASE REPORT
A 4-year-old female child, weighing 10 kg, diagnosed as a case of bronchogenic cyst was posted to undergo thoracotomy for excision of the cyst. Her primary complaints were recurrent chest infections since the age of 1 year and there was history of dry cough during the preanaesthetic evaluation. On auscultation, chest was clear with bilateral equal air entry and normal heart sounds. There were no features of airway or cardiovascular involvement in the form of postural dyspnoea, orthopnoea, dysphagia, syncope, cyanosis, palpitations or head and neck oedema. Routine haematological investigations were unremarkable. On chest X-ray posteroanterior (PA) view [ Figure 1 ], there was mediastinal widening and on lateral view [ Figure 1 ], trachea was markedly displaced anteriorly, but there was no apparent compression. Contrast enhanced computed tomography (CECT) chest revealed, a 5.7 cm × 4.6 cm × 2.8 cm cyst with undefinable borders in the middle mediastinum. Lesion extended from superior mediastinum (C7) to subcarinal region (T4, T5 vertebrae) in the A left thoracotomy and excision of the cyst was planned. Standard monitoring including electrocardiogram (lead-II), NIBP, end-tidal CO 2 , pulse oximetry, temperature were instituted inside the operation theatre. Anaesthesia was induced with intravenous (iv) ketamine 25 mg, fentanyl 10 µg and glycopyrrolate 0.1 mg along with sevoflurane and ventilation with bag and the mask was confirmed. Suxamethonium 20 mg iv was given and ability to ventilate was reconfirmed. Trachea was intubated using 4.5 mm cuffed endotracheal tube and fixed at 16 cm mark at the lip after confirming bilateral equal air entry on auscultation. Anaesthesia was maintained with O 2 , N 2 O, sevoflurane and vecuronium. Analgesia was supplemented with morphine IV and paracetamol suppository.
Right lateral position was given taking all precautions to protect eyes and pressure points. During dissection, there was no episode of hypotension or arrhythmias. Chest was closed after placing an intercostal chest tube. The intra-operative course was uneventful. At the end of the surgery, neuromuscular blockade was reversed with neostigmine and glycopyrrolate, and trachea was extubated after ensuring signs of adequate reversal. Post-operatively, the patient was monitored for signs of airway collapse. Post-operative analgesia was provided with paracetamol suppositories 8 hourly. The post-operative course was uneventful, and the patient was discharged from the hospital after 1 week.
